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A Recertification survey and complaint
investigation #40553 were completed at NHC
Hsalthcare Chattanooga on February 13-15,
2017. No deficiencies were cited under CFR Part
483, Requirements for Lotg Term Care Facilities,
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Any deficiency statemenianding with @p/Asterisk () denotes a daficiency which the institution may be excused from correcting providing it 15 detormines that
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